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Attempted Suicide Among High School Students — 
United States, 1990 


Suicide rates for adolescents 15-19 years of age have quadrupled from 2.7 per 
100,000 in 1950 to 11.3 in 1988 (1,2). Data from earlier decades are not available to 
assess similar trends in rates of attempted suicide in this population. Attempted 
suicide is a potentially lethal health event, a risk factor for future completed suicide, 
and a potential indicator of other health problems such as substance abuse, 
depression, or adjustment and stress reactions (3). This report examines self- 
reported data to estimate the annual prevalence of suicidal thoughts and behaviors 
among U.S. high school students. 

The national school-based Youth Risk Behavior Survey (YRBS) is one component 
of CDC’s Youth Risk Behavior Surveillance System, which periodically measures the 
prevalence of priority health-risk behaviors among youth through comparable na- 
tional, state, and local surveys (4 ). The school-based YRBS used a three-stage sample 
design to obtain a representative sample of 11,631 students in grades 9-12 in the 
50 states, the District of Columbia, Puerto Rico, and the Virgin Islands. Students were 
asked whether they had seriously thought about attempting suicide during the 
12 months preceding the survey, whether they had made a specific plan about how 
they would attempt suicide, how many times they had actually made a suicide 
attempt, and whether their suicide attempt(s) resulted in an injury or poisoning that 
had to be treated by a doctor or nurse. 

For the 12 months preceding the survey, 27.3% of all students in grades 9-12 
reported that they had thought seriously about attempting suicide (Table 1). Fewer 
students (16.3%) reported that they had made a specific plan to attempt suicide. 
About half the students who made a specific plan (8.3% of all respondents) reported 
that they actually attempted suicide. Two percent of the students reported that they 
made a suicide attempt that resulted in an injury or poisoning requiring medical 
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Attempted Suicide — Continued 
attention. This systematic decline was noted for both male and female students and 
for white, black, and Hispanic students. 

Female students were significantly more likely than male students to report that 
they had thought seriously about attempting suicide, had made a suicide plan, or had 
attempted suicide one or more times during the 12 months preceding the survey 
(Table 1). Similarly, 2.5% of female students and 1.6% of male students indicated they 
had made a suicide attempt that required medicai attention, but this difference was 
not statistically significant. 

Hispanic and white students reported higher levels of suicidal thoughts and 
behaviors than black students (Table 1), although these differences were not always 
statistically significant. Hispanic female students (14.9%) were significantly more 
likely to have attempted suicide during the 12 months preceding the survey than 
white female (10.1%) or black female students (8.2%). 

Reported by: Div of Injury Control, National Center for Environmental Health and Injury Control; 


Div of Adolescent and School Health, National Center for Chronic Disease Prevention and Health 
Promotion, CDC. 


Editorial Note: In past surveys assessing the lifetime prevalence of attempted 
suicide, 9% (5,6) to 14% (7) of adolescents reported that they had attempted suicide 
at some time in their lives. Few studies have tried either to quantify the health impact 
of an adolescent's self-reported attempted suicide or to determine whether high 
school students’ perception of a suicide attempt includes overt injury or other 
sequelae. The findings reported here add to increasing evidence that most self- 
reported suicide attempts among adolescents and young adults do not result in injury 


or hospitalization (6). In addition, a recent investigation among college students 
found that only half of those who sought medical care for injuries sustained during a 
suicide attempt were admitted to a hospital for one or more nights (8 ). These findings 


TABLE 1. Percentage of high school students reporting suicide ideation and suicidal 


behavior,* by gender and race/ethnicity — United States, Youth Risk Behavior 
Survey, 1990 





Made Suicide attempt 
Suicide specific =1 Suicide requiring 
ideation suicide plans attempt(s) medical attention’ 
Category %  (95%CI") % (95% Cl) % (95% Cl) % (95% Cl) 


Gender 
Female 33.9 (31.6-36.2) 20.2 (18.5-21.8) 10.3 ( 9.0—11.6) 5 (2.0—2.9) 
Male 20.5 (18.2-22.7) 12.3 (10.3-14.3) 62 ( 4.8 7.5) 4 (1.1—2.2) 


Race/Ethnicity 
Hispanic 30.4 (27.4-33.3) 19.5 (17.0-22.0) 12.0 (10.3—13.6) ’ (1.6-3.1) 
White 28.1 (25.6-30.6) 16.1 (14.4-17.7) 7.9 ( 6.6— 9.2) J (1.6—2.5) 
Black 20.4 (17.1-23.7) 13.5 (10.0-16.9) 65 ( 5.4— 7.7) , (0.8—-2.1) 


Total 27.3 (25.2-29.4) 163 (14.8-17.8) 83 ( 7.2— 9.4) ; (1.7-2.4) 
*During the 12 months preceding the survey. 
*Unweighted sample size = 11,631. 


’Resulted in an injury or poisoning that had to be treated by a doctor or nurse. 
‘Confidence interval. 
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suggest that future studies of attempted suicide among adolescents should also 
assess the medical consequences of self-reported suicidal behavior. 

YRBS data indicate an estimated 276,000 high school students in the United States 
made at least one suicide attempt requiring medical attention during the 12 months 
preceding the survey (9). The national health objective for the year 2000 (objectives 
6.2 and 7.8) is to “reduce by 15 percent the incidence of injurious suicide attempts 
among adolescents aged 14 through 17” (70). The YRBS data do not permit a precise 
calculation of this incidence rate because some students may have made more than 
one suicide attempt requiring medical attention during the 12 months preceding the 
survey. However, using the annual prevalence of U.S. high school students who 
made at least one suicide attempt requiring medical attention as a proxy, the annual 
prevalence will need to be reduced from 2.1% of high school students in 1990 to 1.8% 
by the year 2000 to meet the objective. 

A variety of youth suicide prevention strategies have been suggested to reduce 
known risk factors for suicide (e.g., social isolation, depression, alcohol and other 
drug use, and access to lethal means for suicide) and to increase referrals of high-risk 
adolescents to appropriate mental health services (3). These strategies include 
educating youth about the warning signs of suicide and about suicide prevention 
services and training those who work with youth to identify high-risk youth and refer 
them to prevention services (e.g., crisis centers, hotlines, and other crisis services). 
These strategies have not been widely implemented, however, and little is known 
about their relative effectiveness. Evaluation research is needed to help identify the 
most effective means for preventing attempted and completed suicide among youth. 
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Epidemiologic Notes and Reports 





Mycobacterium haemophilum Infections — 
New York City Metropolitan Area, 1990—1991 


During September 1990—March 1991, clinicians at a New York City (NYC) hospital 
diagnosed Mycobacterium haemophilum infections in four patients. Two cases 
occurred in persons with acquired immunodeficiency syndrome (AIDS), and two 
occurred in persons who had received bone marrow transplants and were on therapy 
to prevent a graft-versus-host reaction. In April 1991, three additional M. haemoph- 
ilum infections in persons with AIDS were identified in the NYC area. Because 
M. haemophilum infection rarely has been recognized, intensive case finding was 
initiated in NYC as a result of these reports. 

Cases were identified by review of hospital microbiology laboratory records and 
by reports from infectious disease and laboratory specialists. From April 24 through 
September 1, 13 persons with M. haemophilum infection were identified at seven 
hospitals in the NYC area. All 13 mycobacterial isolates were confirmed at CDC as 
M. haemophilum by routine biochemical tests and tests for typical mycolic acid 
patterns by high-performance liquid chromatography (HPLC). 

Among these 13 patients, the earliest onset of symptoms occurred in August 1989. 
M. haemophilum was diagnosed in four persons in 1990 and in nine persons in 1991. 
Nine (69%) patients were male; 12 were white and one was black, including one 
Hispanic. The mean age of patients at the time of diagnosis was 34 years (range: 
27-51 years). Eleven patients had AIDS; the other two patients were the bone marrow 
transplant recipients. For patients with AIDS, the mean duration of AIDS at the time 
of M. haemophilum iliness was 15.9 months (range: 0-43.4 months). 

Initial signs and symptoms included multiple cutaneous ulcerating lesions, which 
were most frequently found on the extremities, often overlying joints (11 patients); 
upper respiratory complaints (three); and joint effusions (two). M. haemophilum was 
isolated from cutaneous lesions (11 patients), bone (five), sputum (four), synovial 
fluid (two), blood (one), and lung biopsy tissue (one). For seven patients, M. hae- 
mophilum was isolated from multiple sites. By September 1, two of the 13 patients 
had died; for one of the two, pulmonary disease with cavitary lesions from M. hae- 
mophilum was the cause of death. 

Among the NYC cases, M. haemophilum was first isolated using growth condi- 
tions for fungi. Some clinical specimens were tested specifically for V. haemophilum. 
For other specimens, testing was done only after bacilli were observed on acid-fast 
smears but growth was not detected by standard mycobacterial culture procedures. 
Media used to grow the organism included Middlebrook 7H10 agar with hemin 
supplied by an x-factor strip, brain-heart infusion broth with 5% sheep blood, 
chocolate agar, and Middlebrook 7H10 agar supplemented with hemoglobin. 

The mean time from initiation of laboratory evaluation to final diagnosis of 
M. haemophilum infection was 124 days (range: 14-495 days). Once identified, 
treatment regimens varied but included combinations of isoniazid, rifampin, etham- 
butol, minocycline, doxycycline, clarithromycin, ciprofloxacin hydrochloride, amika- 
cin sulfate, clofazimine, streptomycin, and pyrazinamide. Drug susceptibility for nine 
of the M. haemophilum isolates varied from 0 to 100% (Table 1). 
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Mycobacterium haemophilum — Continued 


Reported by: D Armstrong, MD, T Kiehn, PhD, N Boone, M White, MD, K Pursell, MD, Memorial- 
Sloan Kettering Cancer Center, S Lewin, MD, EM Sordillo, MD, N Schneider, MH Grieco, MD, 
St. Luke’s/Roosevelt Hospital, V LaBombardi, PhD, R Yarish, MD, St. Vincent’s Hospital, D La- 
rone, PhD, M Tapper, MD, Lenox Hill Hospital, KR Ong, MD, Commission on Disease Interven- 
tion, New York City Dept of Health; DL Morse, MD, State Epidemiologist, New York State Dept 
of Health. J Kocher, MD, Englewood Hospital, Englewood; KC Spitainy, MD, State Epidemiolo- 
gist, New Jersey State Dept of Health. Respiratory Diseases Br, Div of Bacterial and Mycotic 
Diseases, National Center for Infectious Diseases, CDC. 


Editorial Note: M. haemophilum was first described as a human pathogen in 1978 
(1). Through 1989, only 18 cases of infection with this organism have been reported: 
seven of these patients were from the United States (2-6), and 11 were from 
Australia, Canada, and France. Since 1989, in addition to the New York specimens, 
CDC has identified 10 isolates of M. haemophilum from eight patients. These patients 
were from Connecticut, Florida, Georgia, Pennsylvania, Texas, and Virginia. 

Previous reports of infections with M. haemophilum have most commonly de- 
scribed cutaneous lesions in persons on immunosuppressive therapy following renal 
transplantation (7,8). In addition, infections in persons with AIDS (3,4) and cases of 
cervical lymphadenitis in immunocompetent children have been reported (6). Much 
remains unknown about the organism, including its reservoir, its mode of transmis- 
sion, and the spectrum of human disease associated with infection. 

The incidence of M. haemophilum infection is also unknown; the relative rarity of 
the organism’s isolation from clinical specimens may be because of its specific 
growth requirements. M. haemophilum will grow on egg- or agar-based media only 
if supplemented with 0.4% hemoglobin, 60 1M hemin, or 15 mg/mL ferric ammonium 
citrate (9). The temperature growth range is 25-35 C, but the optimum incubation 
temperature is reported to be 32 C (10). Because of these growth requirements, the 
organism would not be isolated using routine culture techniques for other myco- 
bacteria such as M. tuberculosis. The cases in the NYC area and the eight other cases 


(Continued on page 643) 


TABLE 1. Drug susceptibility of nine Mycobacterium haemophilum isolates — New 
York City metropolitan area, 1990-1991 





Concentration Susceptible* 
Drug tested (mg/mL) (%) 


Capreomycin ( 44) 
Ciprofloxacin (100) 
Cycloserine (100) 
Ethambutol ( 0) 
Ethionamide ( 11) 
Isoniazid ( 0) 
Isoniazid ( 11) 
Isoniazid ( 22) 
Kanamycin ( 89) 
Pyrazinamide ( 0) 
Rifabutin (100) 
Rifampin ( 56) 
Streptomycin ( 0) 
Streptomycin ( 22) 
*An isclate was considered susceptible if growth on drug-containing medium was <1% of 
growth in control medium. 
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FIGURE |. Notifiable disease reports, comparison of 4-week totals ending September 
14, 1991, with historical data — United States 


R INCREASE CASES CURRENT 
DISEASE DECREASE + WEEKS 


Aseptic Meningitis 2,302 
Encephalitis, Primary 95 
Hepatitis A 1,345 
Hepatitis B 1,179 
Hepatitis, Non—A, Non-—B 181 
Hepatitis, Unspecified 64 
Legionellosis 72 
Malaria 
Measles, Tota 
Meningococcal Infections 
Mumps 
Pertussis 
Rabies, Anima 
Rubella 


r 


0.25 : 1 2 
Ratio(Log Scale)* 
(XN) Seon HISTORICAL UimrTs 





*Ratio of current 4-week total to the mean of 15 4-week totals (from previous, comparable, and 
subsequent 4-week periods for the past 5 years). The point where the hatched area begins is 
based on the mean and two standard deviations of these 4-week totals. 


TABLE |. Summary — cases of specified notifiable diseases, United States, 
cumulative, week ending September 14, 1991 (37th Week) 


Cum. 1991 Cum. 1991 











AIDS 30,802 Measles: imported 169 


Anthrax 
Botulism: Foodborne 12 Plague 
Infant 52 Poliomyelitis, Paralytic* 

Other 4 Psittacosis 
Brucellosis 52 Rabies, human 
Cholera 17 Syphilis, primary & secondary 
Congenital rubella syndrome 13 Syphilis, congenital, age < 1 year 
Diphtheria 2 Tetanus 
Encephalitis, post-infectious 62 Toxic shock syndrome 
Gonorrhea 415,168 Trichinosis 
Haemophilus influenzae (invasive disease) 2,140 Tuberculosis 
Hansen Disease 109 Tularemia 
Leptospirosis 43 Typhoid fever 
Lyme Disease 5,991 Typhus fever, tickborne (RMSF) 


indigenous 8,325 
4 














“Three suspected cases of poliomyelitis have been reported in 1991; none of the 8 suspected cases in 1990 have been confirmed 
to date. Five of the 13 suspected cases in 1989 were confirmed and all were vaccine associated. 
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TABLE Il. Cases of selected notifiable diseases, United States, weeks ending 
September 14, 1991, and September 15, 1990 (37th Week) 








Aseptic Encephalitis Hepatitis (Viral), by type = 
AIDS | Menin- 4 Post-in- Gonorrhea 8 NA.NB | Unspeci- “ee 
Reporting Area gitis "*rY | fectious . fied 


Cum Cum Cum. Cum Cum. Cum. Cum. Cum. Cum. Cum. 
1991 1991 1991 1991 1991 1990 1991 1991 1991 1991 












































UNITED STATES 30,802 9,066 617 62 415,168 480,757 / 11,918 2,092 894 


NEW ENGLAND 1,291 1,058 23 1 10,279 54 23 
Maine 46 110 3 121 2 

N.H 32 125 5 154 5 

Vt 13 202 3 40 6 
Mass 747 307 10 4,465 , 29 
Rul 62 307 - 832 10 
Conn 391 7 2 4,667 / 2 


MID. ATLANTIC 8,180 A458 46 47,637 
Upstate N.Y 1,016 765 21 9,179 128 
N.Y. City 4,653 182 1 16,548 , 5 
N.J 1,675 - - 8,206 
Pa 836 13,704 


E.N. CENTRAL 2,189 77,900 
403 23,702 

210 8,163 

1,020 24,215 

401 - 17,376 

155 4,444 


793 20,534 

169 2,105 

78 é 1427 

437 12,613 

4 30 

1 250 

42 1,268 

62 - 2,841 

S. ATLANTIC 
Del 53 . 984 2,170 
Md 677 y 15,706 
D.C 484 ' 9,498 
543 13,095 

47 . 879 

21,402 

11,063 

30,259 

33,351 

E.S. CENTRAL - t 41,584 
Ky . 4,799 
Tenn b 12,308 
Ala : . 14,401 
Miss - . , 10,076 
W.S. CENTRAL ; , y 52,087 
Ark - 6,270 
9,877 

4,638 

31,302 


10,304 

127 

104 

131 

2,923 

915 

3,920 

Utah - - 305 

Nev - - . 1,879 

PACIFIC \ 46,885 

Wash - ‘ 4,151 

Oreg . - ° F 1,811 

Calif 

Alaska 
Hawaii 


Amer Samoa 
C.N.M.1. 





N: Not notifiable U: Unavailable C.N.M.I.: Commonwealth of the Northern Mariana Islands 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
September 14, 1991, and September 15, 1990 (37th Week) 

Measies (Rubeola) 

Malaria Mumps Pertussis Rubella 

Reporting Area Indigenous imported* Total 


Se [om [mr] es |_| | | | 






































UNITED STATES 1569 «68,325 3 169 d 3045 45 1,650 2830 145 1,253 786 


NEW ENGLAND 52 1 24 2 228 295 - a 
Maine 2 - - - - : 10 - - 


17 40 
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5 
25 
2 
18 
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218 
3 
17 


~ 
& 8. 


MID. ATLANTIC 
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N.Y. City 
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Pa 


E.N. CENTRAL 
Ohio 

Ind 

1] 
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Wis 

W.N. CENTRAL 


nn 


283 


2228 6.8 


B oBBoa® oLFBR FB 
Rank 


_ 
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+ e7ooan — 


S. Dak 
Nebr 
Kans. 


S. ATLANTIC 
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1 
5 
9 
2 
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W.S. CENTRAL 
Ark 


~ 
»NOoONnNO 


Le 

Okla. 

Tex. 
MOUNTAIN 
Mo 
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8,291 
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*For measies only, imported cases includes both out-of-state and international! importations. 
N: Not notifiabl U: Unavailabi ‘international = ‘Out-of-state 
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TABLE Il. (Cont’d.) Cases of selected notifiable diseases, United States, weeks ending 
September 14, 1991, and September 15, 1990 (37th Week) 


Toxic- Typhus Fever 
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TABLE Ill. Deaths in 121 U.S. cities,* week ending 
September 14, 1991 (37th Week) 





Reporting Area 


All Causes, By Age (Years) 
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All Causes, By Age (Years) 





All 
Ages 
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NEW ENGLAND 
Boston, Mass. 
Bridgeport, Conn 
Cambridge, Mass 
Fall River, Mass 
Hartford, Conn 
Lowell, Mass. 
Lynn, Mass 

New Bedfcrd, Mass 
New Haven, Conn 
Providence, R.! 
Somerville, Mass 
Springfielc, Mass 
Waterbury, Conn 
Worcester, Mass 


MID. ATLANTIC 
Albany, N.Y 
Allentown, Pa 
Buffalo, N.Y 
Camden, N.J 
Elizabeth, N.J 
Erie, Pa.t 
Jersey City, N.J 
New York City, N.Y 
Newark, N.J 
Paterson, N.J 
Philadelphia, Pa 
Pittsburgh, Pa.t 
Reading, Pa 
Rochester, N.Y 
Schenectady, N.Y 
Scranton, Pa.t 
Syracuse, N.Y 
Trenton, N.J 
Utica, N.Y 
Yonkers, N.Y 
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Chicago, II! 
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S. ATLANTIC 
Atlanta, Ga 
Baltimore, Md 
Charlotte, N.C 
Jacksonville, Fla 
Miami, Fla 
Norfolk, Va 
Richmond, Va 
Savannah, Ga 
St. Petersburg, Fla 
Tampa, Fia 
Washington, D.C 
Wilmington, Del 


E.S. CENTRAL 
Birmingham, Ala 
Chattanooga, Tenn 
Knoxville, Tenn 
Louisville, Ky 
Memphis, Tenn 
Mobile, Ala 
Montgomery, Ala 
Nashville, Tenn 


W.S. CENTRAL 
Austin, Tex 
Baton Rouge, La 
Corpus Christi, Tex 
Dallas, Tex 

El Paso, Tex 

Ft. Worth, Tex 
Houston, Tex.§ 
Little Rock, Ark. 
New Orleans, La 
San Antonio, Tex 
Shreveport, La 
Tulsa, Okla 


MOUNTAIN 
Albuquerque, N.M. 
Colo. Springs, Colo 
Denver, Colo 

Las Vegas, Nev 
Ogden, Utah 
Phoenix, Ariz 
Pueblo, Colo 

Salt Lake City, Utah 
Tucson, Ariz 


PACIFIC 

Berkeley, Calif. 
Fresno, Calif 
Glendale, Calif 
Honolulu, Hawaii 
Long Beach, Calif 
Los Angeles, Calif 
Oakland, Calif.§ 
Pasadena, Calif 
Portland, Oreg 
Sacramento, Calif. 
San Diego, Calif 
San Francisco, Calif 
San Jose, Calif 
Seattle, Wash. 
Spokane, Wash 
Tacoma, Wash. 


TOTAL 


1,315 
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113 
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*Mortality data in this table are voluntarily reported from 121 cities in the United States, most of which have populations of 100,000 or 
more 1! death is reported by the place of its occurrence and by the week that the death certificate was filed. Fetal deaths are not 
inclu 4 

**Pneumonia and influenza 

tBecause of changes in reporting methods in these 3 Pennsylvania cities, these numbers are partial counts for the current week. 
Complete counts will be available in 4 to 6 weeks. 

ttTotal includes unknown ages. 

$Report for this week is unavailable (U). 
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Mycobacterium haemophilum — Continued 


with isolates submitted to CDC suggest that infections with M. haemophilum may 
occur more commonly than is recognized or that they are increasing in incidence. 

Because the number of immunocompromised persons is increasing, the incidence 
of M. haemophilum infections is likely to increase. Clinicians should consider this 
pathogen in any immunocompromised patient who has cutaneous ulcerating lesions, 
joint effusions, or osteomyelitis. Lesions can be screened for mycobacteria using an 
acid-fast stain. If acid-fast bacilli are seen, M. haemophilum should be considered. 
Appropriate media and incubation conditions include Lowenstein-Jensen medium 
with ferric ammonium citrate (9) or Middlebrook 7H10 agar with an x-factor strip 
(11). Specimens should be incubated for at least 6 weeks at 32 C. Definitive 
identification of cultured isolates can be made through biochemical profiles and 
mycolic acid patterns shown by HPLC. 

Optimal strategies to treat M. haemophilum infections are unclear because the 
small number of reported cases has not permitted comparisons of therapeutic 
modalities. For the same reason, characteristic drug-susceptibility patterns have not 
been defined. In addition, the relation between in vitro drug susceptibilities and 
clinical response is not known for this organism. These issues may be resolved as 
additional cases are identified through enhanced clinical awareness and appropriate 
testing. 
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Infant Mortality — United States, 1988 


In 1988, 38,910 infants <1 year of age died in the United States, 502 fewer than in 
1987. The infant mortality rate of 10.0 infant deaths per 1000 live births was the lowest 
final rate ever recorded; the rate was 10.1 in 1987. This report summarizes final 1988 
infant mortality data based on information from death certificates compiled by CDC’s 
National Center for Health Statistics’ Vital Statistics System (7) and compares 
findings with those for 1987. 

In this report, cause-of-death statistics are based on the underlying cause of death* 
recorded on the death certificate by the attending physician, medical examiner, or 
coroner in a manner specified by the World Health Organization and endorsed by 
CDC. 

In 1988, for white infants, the mortality rate was 8.5 per 1000 live births, compared 
with 8.6 in 1987; the rate for black infants was 17.6 per 1000 live births, compared with 
17.9 in 1987. 

From 1987 to 1988, the neonatal (infants <28 days of age) mortality rate declined 
from 6.5 to 6.3 deaths per 1000 live births. In 1988, the neonatal mortality rate for 
white infants was 5.4 per 1000 live births, compared with 5.5 in 1987; the rate for black 
infants was 11.7 per 1000 live births, compared with 11.5 in 1987. 

The postneonatal (infants aged 28 days—11 months) mortality rate per 1000 live 
births in 1988 was 3.6 for the third consecutive year. In 1988, for white infants, the 
postneonatal mortality rate also remained the same as the previous 2 years (3.1 per 
1000); for black infants, the rate was 6.2 per 1000, compared with 6.1 per 1000 in 1987. 

The rank order of the 10 leading causes of infant death differed by race (Table 1). 
For white infants, the leading cause of death was congenital anomalies, accounting 
for 24.8% of all deaths among white infants. For black infants, the leading cause of 
death was sudden infant death syndrome (SIDS), accounting for 12.8% of all deaths 
among black infants. Four of the 10 leading causes accounted for 42.2% of the 
difference in infant mortality rates for black and white infants (disorders relating to 
short gestation and unspecified low birth weight, 17.9% of the difference; SIDS, 
11.2%; respiratory distress syndrome, 7.9%; and newborn affected by maternal 
complications of pregnancy, 5.2%). 

The four leading causes of death accounted for 54.3% of all deaths among white 
infants and 45.3% of all deaths among black infants. 

Reported by: Div of Vital Statistics, National Center for Health Statistics, CDC. 

Editorial Note: Infant mortality is one of the most widely used general indices of 
health in the United States and other countries. The United States continues to have 
an infant mortality rate higher than that in many other developed countries. 

The decrease in infant mortality*has slowed for both white and black infants — since 
the late 1970s for white infants and since 1981 for black infants. Since 1960, neonatal 
mortality rates have decreased for both races, but the rate for white infants has 
declined faster than for black infants—an average annual decrease of 4% for white 


*Defined by the World Health Organization's /nternational Classification of Diseases, Ninth 
Revision (\CD-9) as “(a) the disease or injury which initiated the train of morbid events leading 
directly to death, or (b) the circumstances of the accidents or violence which produced the fatal 
injury.” 
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Infant Mortality — Continued 


TABLE 1. Number of infant deaths, mortality rate, and percentage of deaths 
attributed to each cause, by race — United States, 1988 


Race/Rank % 
order Cause of death (ICD-9 codes) No. Rate distribution 


BLACK 
1 Sudden infant death syndrome (798.0) 1,520 226.2 12.8 
2 Disorders relating to short gestation 
and unspecified low birth weight (765) 1,478 219.9 12.5 
Congenital anomalies (740-759) 1,410 209.8 11.9 
Respiratory distress syndrome (769) 957 142.4 8.1 
Newborn affected by maternal 
complications of pregnancy (761) 509 75.7 4.3 
Accidents and adverse effects* (E800-E949) 281 41.8 2.4 
Infections specific to the perinatal period (771) 279 41.5 2.4 
Newborn affected by complications 
of placenta, cord, and membranes (762) 268 39.9 2.3 
Intrauterine hypoxia and birth asphyxia (768) 232 34.5 
1 Pneumonia and influenza (480-487) 224 33.3 
All other causes (residual) 4,682 697.0 
All causes 11,840 1,762.0 


ITE 








Congenital anomalies (740-759) 6,442 211.5 
Sudden infant death syndrome (798.0) 3,771 123.8 
Respiratory distress syndrome (769) 2,148 70.5 
Disorders relating to short gestation 
and unspecified low birth weight (765) 1,726 56.7 
Newborn affected by maternal 
complications of pregnancy (761) 875 28.7 
Accidents and adverse effects* (E800—E949) 638 20.9 
Newborn affected by complications 
of placenta, cord, and membranes (762) 615 20.2 
Infections specific to the perinatal period (771) 574 18.8 
Intrauterine hypoxia and birth asphyxia (768) 527 17.3 
10 Pneumonia and influenza (480-487) 387 12.7 ; 
All other causes (residual) 8,222 270.0 31.7 
All causes 25,925 851.1 100.0 
TOTAL’ 
Congenital anomalies (740-759) 8,141 208.2 20.9 
Sudden infant death syndrome (798.0) 5,476 140.1 14.1 
Disorders relating to short gestation 
and unspecified low birth weight (765) 3,268 83.6 8.4 
Respiratory distress syndrome (769) 3,181 81.4 8.2 
Newborn affected by maternal 
complications of pregnancy (761) 1,411 36.1 3.6 
Accidents and adverse effects* (E800—E949) 936 23.9 2.4 
Newborn affected by complications 
of placenta, cord, and membranes (762) 907 23.2 2.3 
Infections specific to the perinatal period (771) 878 22.5 2.3 
Intrauterine hypoxia and birth asphyxia (768) 777 19.9 2.0 
10 Pneumonia and influenza (480-487) 641 16.4 1.6 
All other causes (residual) 13,294 340.0 34.2 
All causes 38,910 995.3 100.0 
*When a death occurs under “accidental” circumstances, the preferred term within the public 
health community is “unintentional injury.” 
"includes races other than black and white. 
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infants, compared with 3% for black infants. In contrast, from 1960 through 1988, the 
postneonatal rate decreased faster for black infants than for white infants—an 
average annual decrease of 3% for black infants and an average annual decrease of 
2% for white infants. 

One of the national health objectives for the year 2000 is to reduce the infant 
mortality rate to no more than 7 per 1000 live births compared with 10.1 per 1000 live 
births in 1987 (2). The rate of decline slowed from 4.7% per year during the 1970s to 
2.8% per year during the 1980s. If the 2.8% decline during the 1980s coritinues, the 
infant mortality objective for the year 2000 will be achieved. 

The mortality data presented here are important in tracking the health of the nation 
by identifying groups of infants at greater risk for particular diseases and premature 
death, thereby improving the efficiency of health education and disease prevention 
efforts. 
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Notice to Readers 





Review of Draft Guidelines for HIV Testing Services 
for Patients in Acute-Care Hospital Settings 


CDC is updating guidelines for human immunodeficiency virus testing services for 
patients in acute-care hospital settings. This draft document is available for review 
from the National AIDS Clearinghouse, P.O. Box 6003, Rockville, MD 20849-6003; 
telephone (800) 458-5231. Written comments on these proposed guidelines should be 
sent to the same address by October 21, 1991. 


Errata: Vol. 40, No. 36 


In the article “Chlorine Gas Toxicity from Mixture of Bleach with Other Cleaning 
Products —California,” on page 628 the last sentence of the first paragraph should 
read, “There is no federal requirement that wording on MSDSs be cleared by a 
regulatory agency as a precondition for sale or distribution of chemical products.” 

On page 629, the references should have included the following citations: 

13. Office of Health Compliance Assistance. Inspection procedures for the hazard communica- 
tion standard. Washington, DC: Occupational Safety and Health Administration, Office of 

Health Compliance Assistance, 1990. (Instruction CPL 2-2.38C). 


14. NIOSH. Occupational exposure to chlorine: criteria for a recommended standard. Cincinnati, 
Ohio: US Department of Health, Education, and Welfare, Public Health Service, 1976. 
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Quarterly Table Reporting Alcohol Involvement 
in Fatal Motor-Vehicle Crashes 


The following table reports alcohol involvement in fatal motor-vehicle crashes in 
the United States for July-September 1990. This table, published quarterly in MMWR, 
focuses attention on the impact of alcohol use on highway safety. 

A fatal crash is considered alcohol-related by the National Highway Traffic Safety 
Administration (NHTSA) if either a driver or nonoccupant (e.g., pedestrian) had a 
blood alcohol concentration (BAC) of =0.01 g/dL in a police-reported traffic crash. 
Those with a BAC 20.10 g/dL (the legal level of intoxication in most states) are 
considered intoxicated. Because BAC levels are not available for all persons in fatal 
crashes, NHTSA estimates the number of alcohol-related traffic fatalities based on a 
discriminant analysis of information from all cases for which driver or nonoccupant 
BAC data are available. There may be seasonal trends associated with these data. 


Estimated number and percentage of total traffic fatalities* and drivers involved in 
fatal crashes, by age and blood alcohol concentration (BAC) level — United States, 
July-September, 1990 





Fatalities by BAC" 
No. BAC =0.00 0.01%=<BAC<0.09% BAC=0.10% 
Age (yrs) fatalities No. (%) No. (%) No. (%) 


0-14 857 650 (75.8) 74 ( 8.7) 133 (15.5) 
15-20 2,238 1,115 (49.8) 328 (14.7) 794 (35.5) 
21-24 1,491 474 (31.8) 205 (13.8) 812 (54.4) 
25-34 2,952 963 (32.6) 301 (10.2) 1,689 (57.2) 
35-64 3,474 1,652 (47.6) 308 ( 8.9) 1,514 (43.6) 

=65 1,617 1,297 (80.2) 105 ( 6.5) 215 = (13.3) 


Total 12,629 6,151 (48.7) 1,322 (10.5) 5,156 (40.8) 
Drivers’ by BAC‘ 
No. BAC =0.00 0.01%<BAC<0.09% BAC=0.10% 
Age (yrs) drivers No. (%) No. (%) No. (%) 


0—-14** 53 51 (97.2) 1 ( 2.3) 0 (0.5) 
15-20 2,691 1,804 (67.1) 287 (10.7) 599 (22.3) 
21-24 2,072 1,090 (52.6) 235 (11.3) 747 = (36.1) 
25-34 4,474 2,510 (56.1) 397 ( 8.9) 1,567 (35.0) 
35-64 5,358 3,877 (72.4) 303 ( 5.7) 1,179 (22.0) 
265 1,408 1,266 (89.9) 49 ( 3.5) 92 ( 6.6) 


Total 16,056 10,599 (66.0) 1,272 ( 7.9) 4,185 (26.1) 


*Fatalities include all occupants and nonoccupants who died within 30 days of a motor-vehicle 
crash on a public roadway. 

"BAC distributions are estimates for drivers and nonoccupants involved in fatal crashes. 
Numbers of fatalities are rounded to the nearest whole number. 

5Driver may or may not have been killed. 

‘BAC distributions are estimates for drivers involved in fatal crashes. Numbers of drivers are 
rounded to the nearest whole number. 

**Although usually too young to legally drive, persons in this age group are included for 

completeness of the data set. 


Source: Fatal Accident Reporting System, National Highway Traffic Safety Administration. 
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